FEASIBILITY AND SAFETY OF OUTPATIENT CORONARY CT ANGIOGRAPHY FOR EMERGENCY DEPARTMENT PATIENTS WITH POTENTIAL ISCHEMIC CHEST PAIN  by Raju, Rekha et al.
Non Invasive Imaging
A1065
JACC April 1, 2014
Volume 63, Issue 12
feasiBiliTy and safeTy of oUTpaTienT coronary cT angiography for eMergency 
deparTMenT paTienTs wiTh poTenTial ischeMic chesT pain
Poster Contributions
Hall C
Saturday, March 29, 2014, 3:45 p.m.-4:30 p.m.
Session Title: Coronary CT Angiography and Outcomes
Abstract Category: 18. Non Invasive Imaging: CT/Multimodality, Angiography, and Non-CT Angiography
Presentation Number: 1137-25
Authors: Rekha Raju, Frank Scheuermey er, Stephen Choy, Giang Nguyen, Bruce Precious, Adam Berger, Brett Heilbron, Carolyn Taylor, Cameron 
Hague, Eric Grafstein, Jonathon Leipsic, St Paul’s Hospital, Vancouver, Canada
Background: Recent investigations have demonstrated the utility of coronary CT angiography (CCTA) in diagnosing acute coronary syndrome 
(ACS) in Emergency Department (ED) patients with potential ischemic chest pain. ED patients would traditionally have a CCTA as an inpatient. We 
investigated the feasibility of discharging stable ED chest pain patients and having them return within 72 hours for an outpatient CCTA.
Methods: This was a prospective cohort study conducted at two urban Canadian EDs. Patients with potential ischemic chest pain but without 
ischemic electrocardiographic changes or an initial positive troponin test were further evaluated with CCTA at the emergency physicians’ discretion. 
Patients presenting on weekdays between 6 am and 4 pm underwent the CT as an admitted ED patient. Patients presenting outside these hours were 
discharged home from the ED after six hours of observation, serial EKGs and troponin testing, and had the CT within 72 hours. Radiologists interpreted 
CT’s immediately, and patients were referred back to the ED to obtain their results and follow-up. The primary outcome was the proportion of outpatients 
who had a predefined major adverse cardiac event (MACE) in the interval between their ED visit and CT. Secondary outcomes included the proportion of 
patients in each group who had a MACE within 30 days, as well as the median ED length-of-stay at the index visit.
results: 218 consecutive patients (133 outpatients, 85 inpatients) who had CCTAs were enrolled. Age, gender distribution, ambulance arrival, and 
initial vital signs were similar in both groups. No outpatients had a MACE prior to their CCTA (0.0%, 95% CI 0 to 2.4%). Two patients in each group 
underwent coronary revascularization during the course of their initial management without complication. At the index ED visit, 98.6% of patients 
were discharged home. The median LOS was 6:23 hours (IQR 5:34 to 7:44 hours) for the inpatient group, and 7:04 hours (IQR 6:24 to 8:38 hours) 
for the outpatient group.
conclusion: In emergency department patients presenting with chest pain of potential cardiac origin, an outpatient CCTA within 72 hours may be a 
safe and efficient investigation.
